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Primary care practices and other outpatient clinics are increasingly interested in delivering advanced 
pharmacy services, but there is often a general lack of readiness (i.e. motivation and capacity) to 
implement them. Applying sound implementation science principles is key to the successful uptake of 
such innovations, and to generating the clinical outcomes intended. Establishing readiness is the first 
step of any systematic implementation process. Scaccia et al. created a heuristic (R=MC2) that can be 
used to conceptualize and evaluate an organization’s motivation and capacity, or readiness, for 
implementation. For practices to most effectively integrate new services, readiness should be evaluated, 
and targeted areas of need should be addressed through the application of readiness building strategies. 
The present research aims to synthesize readiness building strategies described in the literature, and to 
explore the use of a readiness-building process in clinics implementing pharmacy practice initiatives.  
Methods:  
Investigators conducted a targeted literature review to elucidate evidence-based strategies to build 
readiness for implementation. These strategies were then synthesized into a usable inventory that maps 
the strategies to two of the components of the R=MC2 heuristic, motivation and innovation-specific 
capacity. Use of these readiness building strategies were illustrated using data from three outpatient 
clinics that were part of a broader readiness building initiative. Sources of data included (1) documented 
interactions with the sites, which were synthesized into “implementation profiles” describing the extent 
of the sites’ application of the readiness process; and (2) structured interviews with involved 
stakeholders from these three sites to understand their experience with the readiness-building process 
(facilitators, barriers, impact, and lessons learned).  
Results: 
During the literature review, 56 individual readiness-building strategies were identified across 31 eligible 
publications. Innovation-specific capacity was the component of readiness addressed most frequently by 
the strategies identified. “Innovation-specific knowledge, skills, abilities” and “resources and processes 
for implementation” were the most consistently addressed sub-components. Training and education 
sessions were the most frequently used strategies. The applied, qualitative component of the research 
showed that increasing the awareness and recognition around the sites’ respective initiatives was a 
common issue, and sites took varying approaches to address it. Individual organizational factors and 
varying levels of commitment to the readiness process contributed to mixed results in terms of the sites’ 
ability to execute action plans on an ongoing basis.  Sites shared a weak to moderate recognition of the 
importance of participating in work around readiness during implementation, with some appreciating 
the value of it more than others. The baseline readiness assessment was a commonly valued aspect of 
the process. In all cases, there was meaningful progress made towards the goals originally set. 
Discussion 
Numerous readiness-building strategies for healthcare delivery organizations have been described in 
literature, but frequently they do not recognize themselves as such. In turn, there is significant 
variability in the nature and quality of the strategies described. When well-designed, these strategies 
can be effective in facilitating implementation. This is supported by the inventory of readiness-building 
strategies synthesized, and the experiences of the study sites described here, who utilized a well-
supported systematic readiness process. This may be the first time that readiness-building strategies are 
aggregated into a usable format, and the first time that they are applied in the context of pharmacy 
practice. More implementation research using these strategies is needed to identify best practices. 
Introduction 
Pharmacy services have a larger role to play in the modern outpatient care setting as we move 
towards a value-driven system that emphasizes evidence-based preventative and chronic care over 
acute care. There is a well-recognized need for better medication optimization practices in nearly all 
settings, which has led an increasing number of practices to implement pharmacy initiatives and 
services.1 Too often, however, there is significant variability in the implementation of these pharmacy-
based medication optimization initiatives.2 Quality implementation in a healthcare delivery setting is 
predictive of positive clinical outcomes3,4; therefore, this is an area in need of improvement.  
Systematic approaches that are based in implementation science are needed to ensure full 
uptake and consistent application of a new service.5 The first step in any systematic implementation 
program is establishing readiness, or the motivation and capacity to implement an innovation.6 It is 
estimated that lack of readiness is responsible for up to 50% of unsuccessful implementation of large-
scale change efforts.5 Thus, readiness is a key factor in this significant variability in implementation. 
Improving implementation readiness should foster sustainable, positive changes, and positive patient 
outcomes should follow as a result. Alternatively, if readiness is ignored and repeated attempts to 
implement pharmacy services try and fail, the potential benefits of these services on patients will likely 
be blunted.7 
Readiness can be defined as a function of the interrelationship between motivation and two 
types of organizational capacity (general capacity and innovation-specific capacity). These three 
components that comprise readiness have been synthesized into a heuristic (R=MC2).6 While this 
heuristic has helped conceptualize the abstract concept of readiness, there has been significantly less 
effort to identify widely applicable and effective strategies that can be used to deliberately build 
readiness. For the purposes of this research, R=MC2 will be used to describe the components and sub-
components of readiness, and consequently, the areas that readiness-building strategies may address.  
Motivation and Innovation-specific capacity are the two components of implementation 
readiness of focus in this project. General capacity was excluded because of its more distant ties to small 
clinics, and to contain the scope of the current research. In the context of readiness, motivation refers to 
the collective perceptions of stakeholders that contribute to their desire to use an innovation. The 
concept of motivation is further illustrated by its subcomponents in the R=MC2 framework: relative 
advantage, compatibility, complexity, trialability, observability, and priority. Innovation-specific capacity 
in this context refers to the human, technical, and fiscal conditions necessary for successful, high-quality 
implementation of a particular innovation. Subcomponents include: innovation-specific knowledge/ 
skills/abilities, resources and processes for implementation, program champion and relationships.6  





Skills and Abilities  
Knowledge, skills, and abilities needed for proper use of the 
innovation 
Resources and Processes for 
Implementation (Supportive 
Climate) 
Extent to which the innovation is supported (financially, 
logistically) by the organization 
Program Champion  Individual(s) who charismatically support an innovation 
Relationships Relationships within and outside the organization that 
facilitate implementation 
 
As the concept of readiness has taken a more prominent role in implementation science, 
strategies to prepare healthcare organizations for major changes have been described in the literature.7 
However, in the absence of an accompanying science or framework, there is a visible lack of precedent 
for proven readiness-building strategies. The first aim of this project was to aggregate readiness-building 
strategies from the literature that are applicable within the R=MC2 framework, and that have been 
shown to be effective in research studies. By doing so, this “inventory” of strategies can serve as a 
resource for healthcare organizations to use when self-assessing and addressing their readiness before 
implementing new care delivery initiatives.  
The second and third aims of the project sought to illustrate readiness building by using real 
world case studies. Specifically, these case studies were used to exemplify readiness building within the 
context of pharmacy practice in outpatient clinics. This project draws on data collected through a parent 
project being conducted by the Center for Medication Optimization (CMO), a research center at the 
University of North Carolina at Chapel Hill. This parent project aims to take a systematic approach to 
preparing practice sites for implementation of pharmacy services. The present analysis characterized the 
impact of such an approach in three of the practice sites with which CMO currently works. To do so, one 
aim was to capture their overall use of the process by creating “implementation profiles” based on the 
parent project team’s ongoing documented interactions with these sites. The other aim was to conduct 
interviews with stakeholders from each site to understand their perceptions of the readiness-building 
process in terms of facilitators, barriers, and lessons learned.  
 
Methods/Materials 
Literature Review and Inventory of Readiness-Building Strategies 
To generate an inventory of readiness-building strategies already described in literature, the first 
aim of this research was to conduct a targeted literature review. This review was limited to studies that 
describe the application of a readiness-building strategy in a healthcare delivery setting where a new 
innovation was being implemented. The inventory created categories of strategies based on the 
component and sub-component of the R=MC2 framework that it addresses. This allows future users to 
tailor their chosen strategy based on the component of readiness that they feel is the highest priority.  
With guidance from UNC Health Science Librarians, a search PubMed and Embase was conducted 
using the following search terms: (“organizational change” or “organizational innovation” or “system 
change” or “practice change”) AND (“Implementation Science” or implement or implementation or 
R=MC2 or LOCI or ORCA) AND (leadership or motivation or commitment or capacity or capacities or 
readiness or “readiness-building” or attitude or attitudes) and (strategy or strategies or strategic or 
Motivation General Motivation  Desire to implement and use the innovation 
 Advantage Perception of the innovation being better than alternatives 
 Compatibility Consistency with existing values, norms, needs of end users 
 Ease of Implementation Perceived difficulty to understand or use the innovation 
 Observability Degree to which the outcomes are visible to others 
 Priority Perceived importance of the innovation relative to others 
 Ability to Pilot Degree to which an innovation can be tested or experimented 
intervention or interventions or method or methods or impact or uptake or sustain or sustained or 
sustainability or outcomes or outcomes or success or successful). Articles and reviews from the last 10 
years were included in the initial results. An abstract-level review was conducted on all initial search 
results, applying the following inclusion and exclusion criteria: 
 
 A full-text review of the remaining search results was done to ensure they truly satisfy inclusion 
and exclusion criteria, to gather more detail about each strategy used, and to ascertain which 
component and sub-component of the R=MC2 framework the strategies best align with. Note that the 
focus of this review is on strategies that align with the “Motivation” and “Innovation-specific Capacity” 
components of the framework in order to contain the scope of the project. This full-text analysis allowed 
for the creation of the inventory and proper categorization of readiness-building strategies. 
 
Real-World Case Studies of Readiness-Building Strategies 
CMO’s parent project aimed to assess the application of a systematic readiness process in the 
context of implementing pharmacy-based initiatives in outpatient clinics. This work allowed the team to 
test readiness-building strategies in real-world settings. This parent study worked with 8 case sites that 
had enrolled in the Concordia Medication Management Accelerator (CMMA) initiative, which aimed to 
integrate medication optimization services into primary care across Wisconsin. Sites engaged in 
structured planning and implementation process that included readiness as a step.  Using this process, 
the Center hoped to improve the uptake of the initiatives that these sites aimed to implement. In 
practice, this support was multi-faceted, involving: 
• Baseline readiness assessment survey: developed by Scaccia et al6 and adapted for this study, 
this survey mirrors the structure of the R=MC2 framework and allowed sites to understand their 
level of readiness to implement their initiative. At the beginning of the readiness process, each 
site chose 3-6 stakeholders from leadership and clinical roles to self-assess readiness across the 
components of R=MC2. A set of questions was associated with each component of the 
framework, and participants graded their organization from 1 to 7 on each question. Each 
component got an overall score based on the mean score across the questions in that given 
section. Results across all survey participants guided efforts to identify the sites’ priorities and to 
develop action plans as they prepared to implement their pharmacy initiative.   
• “Readiness coaches”: contracted third-party research provided by Alliance for Integrated 
Medication Management, who helped administer a baseline readiness assessment survey, held 
monthly coaching calls, and supported the sites as they escalated efforts to begin implementing 
the initiative itself.  
• Coordination between study sponsors and readiness coaches to ensure that adequate guidance 
was being given in support of these sites’ efforts to build readiness and change their practice to 
accommodate the new pharmacy service.  
Inclusion 
Criteria 
Study conducted in a US healthcare delivery setting   
Study evaluated a readiness-building strategy for its ability to build readiness for a 
care delivery innovation  
Application of the strategy showed a positive impact on readiness  
Exclusion 
Criteria 
Study employed a significantly different definition of “readiness”  
Strategy did not focus on “innovation specific capacity” or “motivation” 
As part of the Center’s work, the present research project aimed to hone in on three of the eight 
sites in order to synthesize qualitative data throughout the readiness process. This research aims to 
describe the sites’ application of the steps of the readiness process, as well as their experience with and 
perception of the readiness process. These aims were a part of a parent UNC IRB-approved study. This 
approach allows for an understanding how the principles of implementation readiness are truly adopted 
in real-world practices.   
Site Descriptions 
 Site A Site B Site C 









Follow-ups for chronic 
disease management 
 
The same 3-6 stakeholders (in clinical and leadership roles) that completed the baseline readiness 
assessment survey also served as the drivers of the readiness process in their respective clinics over the 
5-month period in which it was applied.  They were also the ones who coordinated and communicated 
with readiness coaches, and who provided the qualitative data that comprised the results of the case 
studies presented here.  
Specifically, Aim 2 of the present research was to create “implementation profiles” for each of the 
sites. Derived from notes taken during the interactions between case study sites, readiness coaches, and 
study coordinators, these profiles aim to capture the sites’ application of the readiness process. Detailed 
notes were taken by readiness coaches and study coordinators during all interactions with sites 
(coaching calls, readiness meetings, performance stories), so the source data is comprehensive in terms 
of describing the steps taken by sites pursuant to the readiness process. The aspects of highest interest 
were the results of the baseline readiness assessment survey, the priorities identified from the results of 
the survey, the action plans developed to address those priorities, and the strategies actually executed 
from those action plans. As the source data was screened, these themes were highlighted and extracted 
for the creation of the implementation profiles.  
Aim 3 of the present research was to understand the sites’ experience with and perception of the 
readiness process. More specifically, it aimed to capture the sites’ perceived facilitators and/or 
successes, their challenges and/or barriers, the changes that resulted from the process, and the lessons 
learned about applying such a process. To do so, at the conclusion of the readiness process, one of the 
study coordinators in the Center conducted a one-time interview with as many of the stakeholders 
originally involved as were available. A structured interview was developed to cover the same topics 
across each site, and a recording of the interview was transcribed using an independent third-party 
contractor, to allow for further analysis. The four main questions asked in each interview were as 
follows: 
1. “From a process perspective, what would you say worked well with the readiness process?” 
2. “What were some of the challenges encountered while engaging in the readiness process?” 
3. “What would you say are the changes that resulted from engaging in the readiness process?” 
4. “What would you say are the lessons learned from engaging in the readiness process?” 
These structured questions allowed reviewers to qualitatively code the interviews and draw out 
distinct themes. Each line of the recorded transcription was assigned one of four codes (Worked Well, 
Challenges, Results, Lessons Learned) depending on the line of questioning that was being answered. A 
single “coder” was used for the Site A and C interviews, and a confirmatory second reviewer was used 
for the third interview, in order to ensure interrater reliability. Inter-rater reliability was 83.3% (30/36 
lines agreed) for the Site B interview transcript. After the information was coded, a “Site Matrix” was 
created to capture the responses to each of those four main questions, and to allow a balanced cross-
site comparison.  
 
Results 
Targeted Literature Review and Inventory of Readiness-Building Strategies 
Figure 1. PRISMA diagram summarizing the targeted literature review 
 
 
Each of the final papers included was evaluated in order to identify the readiness-building 
strategy described therein, so that it could be extracted for the final inventory of strategies. The 
inventory is organized based on the components and sub-components of the R=MC2 framework so that 
strategies could be categorized. Each strategy from the final results of the literature search was 
summarized and categorized into its respective R=MC2 framework component(s) and sub-component(s) 
depending on their nature and the impact that they showed. Other information extracted for inclusion 
in the inventory included: complete strategy description, source literature, implementation context, and 
effectiveness. The complete inventory can be found in Appendix A. 





















The 56 readiness-building strategies described in the 32 results of the literature review were generally variable in their approach, but did 
address the concept of readiness as it is presented here. There were many cases in which the approaches used in these studies were directly 
applicable to multiple sub-components of the R=MC2 framework. Where this was the case, one paper would be represented multiple times in 
the inventory of strategies. 31 strategies fell into the Innovation-specific Capacity component, while 25 fell into the Motivation component. The 
most prevalent strategy identified was training/education sessions (n=13), which were usually applied to develop skills or processes needed to 
accommodate the new initiative being implemented. Other common strategies included mentorship programs, collaborative learning 
approaches, and increasing the leverage of program champions. The context in which these readiness-building strategies were most commonly 
used was to implement or improve the use of evidence-based practices. The tools used to measure the effectiveness of these strategies were 
highly inconsistent, making it difficult to compare which strategies were more effective than others. Informal surveys and interviews given to 
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Case Studies of Real-World Applications of Readiness-Building Strategies 
Table 1. Case Studies – Implementation Profiles 
Site A 
Initiative: Comprehensive medication management, emphasis on opioid tapering 
Baseline Readiness Assessment Survey (mean of all participants; scored 1 to 7) 
Motivation: 6.21 Innovation-specific Capacity: 5.26 General Capacity: 6.02 
Priority Identification: 1) Clearly defining the initiative to be implemented and 2) Clarifying to 
management the resources needed in order to implement, and the potential value delivered 
Action Plan Development: 1) Define a philosophy of practice, 2) Develop a protocol/process for the 
initiative, 3) Track enrolled patients, identify metrics to show value to those patients 
Strategy Execution: 1) Used the Pharmacists Patient Care Process to define a philosophy of practice, 2) 
Brought in a collaborating physician to champion the initiative and to funnel patients to the pharmacist, 3) 
Developed a patient tracker in the EHR specific to this initiative 
 
Site B 
Initiative: Comprehensive medication reviews, patient education 
Baseline Readiness Assessment Survey (mean of all participants; scored 1 to 7) 
Motivation: 5.94 Innovation-specific Capacity: 5.53 General Capacity: 6.39 
Priority Identification: 1) Increasing resources needed to deliver the initiative; 2) Developing a financial 
plan; and 3) Addressing inter-organizational relationships needed for sustainability  
Action Plan Development: 1) Run a pilot to prove the idea and drum up support; 2) Develop Aim 
Statement to define target population, key measures, and estimated timeframe; 3) Look to nearby 
healthcare organizations to generate support and engage prospective patients. 
Strategy Execution: 1) Aim Statement developed; 2) Ran a small pilot in refugee population and collected 




Initiative: Follow-ups for chronic disease management  
Baseline Readiness Assessment Survey (mean of all participants; scored 1 to 7) 
Motivation: 6.18 Innovation-specific Capacity: 6.68 General Capacity: 5.73 
Priority Identification: Increasing the priority of the initiative in the minds of higher-up leadership, 
administrative and marketing teams 
Action Plan Development: In the midst of being acquired by a larger group, 1) Communicate with new 
leadership to understand their expectations, and 2) Demonstrate outcomes to show how the initiative 
aligns with the leaderships’ strategic and financial goals 
Strategy Execution: 1) Targeted particular regional leaders to present marketing materials and further 
details of the initiative; 2) Radio show appearance to boost local recognition; 3) Setup processes to acquire 
EHR and patient enrollment data to demonstrate both clinical and financial benefits. 
Table 1 summarizes the three sites’ application of the readiness process leading up to and during initial 
implementation of their pharmacy initiative. Increasing the awareness and recognition around the sites’ 
respective initiatives was a common issue that sites took varying approaches to addressing. Individual 
organizational factors and varying levels of commitment to readiness contributed to mixed results in 
terms of the sites’ ability to execute action plans on an ongoing basis.   
 
Table 2. Case Studies – Stakeholder Interview Matrices 
Site A 
Initiative: Comprehensive medication management, emphasis on opioid tapering 
Worked Well 
- Using the readiness assessment to identify/ 
organize priorities in a time of confusion 
- Creating an action plan to tell you what needs 
to be done next, and updating that plan as 
barriers are identified 
Challenges Encountered 
- Continually achieving the goals and taking the 
steps in the action plan over time 
- Creating a viable business model around the 
initiative (needing to collect billing/coding data 
and finding ways to be reimbursed) 
- Being a single practitioner in a large organization 
and needing to open revenue streams 
Lessons Learned 
- Importance of communicating with program 
champion and others affected by the initiative 
about the goals of it 
- Needing to have a defined initiative that is 
understood by those impacted before doing a 
readiness assessment that reflected the entire 
group 
Results/Impact 
- Coming to an understanding of everyone’s 
priorities and goals around implementing aspects 
of the initiative, and being realistic about how 
those goals can be achieved 
- Baseline assessment directed efforts to create a 
philosophy of practice and to track additional 
patient-level data 
 
Site B  
Initiative: Comprehensive medication reviews, patient education 
Worked Well 
- Using the readiness coach’s outside 
perspective to interpret readiness assessment 
results, identify priorities, and  
- Leveraging coach’s expertise develop usable 
readiness-building strategies 
Challenges Encountered 
- Continuing to make progress and review/ refine 
the action plan with staff turnover (resident 
leaving) 
- Organizational factors (department leadership 
changes) shifted the priority of the initiative  
- Getting frontline caregivers (physicians and 
pharmacists) to change workflow/priorities and 
execute regularly 
Lessons Learned 
- Useful to break down the larger project down 
and having your goals actually written down 
along with action steps 
- Importance of having a solid follow-up and 
monitoring plan for the action steps taken 
- Utility of doing baseline readiness assessment 
before executing/implementing 
Results/Impact 
- Engaged pharmacy director to keep the initiative 
aligned with their priorities 
- Employed 4th year pharmacy students to 
supplement turnover in the workforce 
- Began self-identifying eligible patients when 
physicians wouldn’t do it as they hoped 
 
Site C 
Initiative: follow-ups for patients needing chronic disease management 
Worked Well 
- Having a process to self-assess readiness that 
included multiple stakeholders so that all 
viewpoints could be heard 
- Organizing priorities, deciding what needed to 
be the focus 
Challenges Encountered 
- Organizational factors that precluded the ability 
to build readiness because they couldn’t act on 
any plans made 
- Needing to have many stakeholders involved at 
once (scheduling) 
Lessons Learned 
- Importance of bringing in stakeholders from 
multiple parts/levels of an organization to 
honestly self-assess and understand what areas 




- Identified leadership in the acquiring 
organization (director pharmacy, director of 
primary care) to present the initiative to, and 
realized how much more buy-in was needed 
- Put processes in place to capture financial and 
clinical data to prove the utility of the initiative 
 
Table 2 summarizes the responses given by those who were interviewed at the conclusion of the 
readiness process, and captures their perceptions of their experience with the readiness process. Sites 
shared a weak to moderate recognition of the importance of participating in work around readiness 
during implementation, with some appreciating the value of it more than others. The baseline readiness 
assessment was a commonly valued aspect of the process. As time went along there was less 
engagement with the priorities and action plans developed, and the connection back to “readiness” was 
distant. In all cases though, there was meaningful progress made towards the goals originally set.  
 
Discussion/Conclusions 
The present research provides further insight into an emerging field of study in implementation 
science and into its applicability in healthcare delivery innovations. The inventory of readiness-building 
strategies serves as a summary of published efforts to date to facilitate the implementation of new 
initiatives in healthcare delivery. The case studies show how a systematic approach to building readiness 
can be applied in real-world settings to implement pharmacy initiatives. Readers should use these 
results to inform their own approaches to building readiness when undergoing changes in how they 
deliver care.  
The inventory of readiness-building strategies in Appendix A is likely one of the first of its kind, and 
the fact that it is categorized based on the potential needs of an organization undergoing change (the 
R=MC2 sub-components) makes its novelty even greater. While there was little consistency in the 
descriptions of the readiness-building strategies applied by the organizations represented in the 
inventory, the existence of this published data is some evidence of a growing appreciation for the 
importance of building readiness. Many cases described in literature were for large-scale change efforts, 
which require a broader approach to building readiness that likely addresses Motivation and Innovation-
specific Capacity. The organizations that took these broader, systematic approaches seemed to realize 
more success in terms of actually building the subjects’ readiness to implement their given initiative. 
Note that this finding is subject to the significant variability in the measurement tools used to describe 
the effectiveness of the strategies. While some effort has been made to create standardized tools 
measuring organizational culture and readiness (OCRIESP, ORCA, NCAT), many of the studies relied on 
outcomes such as the level of use of a practice before and after the readiness-building strategy.  
The implementation profiles and interviews matrices created in support of Aims 2 and 3 of the 
present study provided some useful insight into how theories of implementation science and readiness 
interact with the real-world factors in play at each site. The strategies chosen by the sites actually have 
relatively little overlap with the more common strategies described in the literature/inventory. This is 
most well explained by the fact that the approaches in the literature were defined a priori whereas the 
sites here were reacting to the results of their readiness assessments and defining a plan forward. In 
comparing the sites’ implementation profiles to each other, it can be seen that securing support from 
internal teams or from leadership was a common theme. The pharmacy initiatives referenced in these 
cases were all in-depth services that would require establishing new roles and/or increasing 
coordination between collaborating practitioners. This created a need to clearly define the initiatives 
and generate sufficient buy-in in order to make the practice sustainable. This is a need that would be 
less significant for initiatives of smaller scale. An intriguing pattern across these sites emerged, as all 
gathered additional data (financial, clinical) to allow them to demonstrate the value of the initiative they 
sought to advance. The need for this became particularly high in Sites A and C where the given practice 
was being acquired by a larger organization, such that observability with new leadership became the 
largest priority. Overall, using the systematic process that the study coordinators defined for these sites 
allowed them to meaningfully evaluate their “present state”, and to chart a viable path forward to allow 
them to create a reality in which their initiative aligns with the practices of the future.   
Conducting interviews with stakeholders from these sites added some insight into how they 
perceived the readiness process that appeared to aid them in their efforts. Generally, the sites 
acknowledged the value in taking the systematic approach that the study coordinators set, but it 
seemed to become less impactful as time elapsed. All sites specifically identified the baseline readiness 
assessment survey as a useful piece of the exercise, as it helped identify the priorities that they would 
need to focus on in order to be successful. There was also recognition of the importance of having 
readiness coaches to continually re-orient the teams to the readiness process as a piece of their overall 
implementation effort. It should be noted that these coaches would likely only be formally available in a 
research setting, although health systems may consider institutionalizing this role by incorporating it 
into a change management job function. Despite the strong initial buy-in across sites, when it came to 
conceptualizing and executing concrete readiness-building strategies over time, some sites seemed to 
lose connection to the process. One site even seemed to suggest that they were no longer engaged in 
the readiness work, despite the fact that they were actively working to address the component of the 
R=MC2 framework identified as their largest priority. This speaks to how unfamiliar healthcare 
organizations are to “readiness” as a concept, even while they are being exposed to it in a research 
setting. As time elapses, this lack of familiarity with readiness will cause many to question the value of 
meaningfully engaging with it. As another potential confounding variable to the application of readiness-
building strategies, there was a clear sense that organizational factors like staff turnover or shifting 
leadership structure will challenge even the most well-designed strategy. These outside factors are often 
unpredictable, and they emphasize the need to re-evaluate readiness on a regular basis, and to alter the 
readiness-building strategy as needed.  
The findings of this research should be interpreted in the context of the limitations in our approach. 
Within the literature review, it was challenging to define search terms that would capture the studies of 
interest due to the lack of prior work and the variable terminology used in this space. Relevant studies 
were excluded from this body of evidence because they were conducted outside of the US, and may 
have provided additional context. Further, isolating the effectiveness of the readiness-building strategy 
was challenging because measurement tools were inconsistent or relevant outcomes were unclear. In 
regard to the case studies, the the data for the implementation profiles represented varied participants’ 
first-hand account, but the quality was somewhat limited by the ability of the stakeholders to remember 
the progress in detail, and orally communicate this to the coaches and study coordinators. Additionally, 
the potential benefits of the readiness-building strategies may have been blunted by unforeseen 
organizational changes. Finally, the small number of study sites and the observational nature of the 
study make it impossible to draw any conclusions as to the true effectiveness of the systematic 
readiness process employed here.  
 
In analyzing the results of the literature review and the case studies together, it seems that when 
significant changes to clinical workflows are required, there can be clear benefit to engaging in 
implementation readiness. The data all support the practice of honestly and objectively assessing the 
current state of affairs, and then taking strategic steps to ensure that there is sufficient motivation and 
capacity in the participant group to make the needed changes. Engaging in these practices will likely be 
an important catalyst for continued changes in primary care as pharmacy services and medication 
optimization assume more important roles. However, until implementation readiness is more widely 
understood, and until readiness-building strategies are more well-defined and proven, adoption of these 
practices in real-world settings may remain scarce. Continued research and advocacy efforts around 
implementation readiness will thus be needed. An emphasis should be placed on carrying out this 
research in real-world contexts, and on using more standardized outcome measures, so that we can 
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